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 N 000 Initial Comments  N 000

A COVID-19 Focused survey and investigation of 
complaints TN00050853, TN00051079, 
TN00051292, TN00051689, and TN00051791 
were conducted on 11/9/2020-11/12/2020 at 
Pigeon Forge Care and Rehab Center. No health 
deficiencies were cited under Chapter 1200-8-6, 
Standards for Nursing Homes.
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